morphonuclears and 75 per cent. lymphocytes. There was some poikilocytosis, whilst some normoblasts were present. The autopsy in this case showed that the rib-marrow was red, plentiful, with a well-marked megaloblastic reaction, whilst that from the femur was markedly aplastic, mostly fatty, and with a few minute red foci in which active blood formation was proceeding. Although there was some effort at regeneration in this case, nevertheless the clinical course and post-mortemr appearances suggested a grave haemopoietic defect, A Pedunculated Intra-bronchial Tumour (Sarcoma) causing Bronchiectasis. By J. A. BRAXTON HICKS, M.D. E. H., AGED 33, complained of cough, profuse expectoration, and occasional blood-spitting. Her family and personal history were unimportant, there being no history of tuberculosis or cancer in her immediate relatives. At the age of 20 she became a nurse at the Cheyne Hospital, Chelsea, and she had to leave there in 1900 on account of a "severe attack of annemia." She next becam-ae a school nurse under the Poor Law Authorities at Parsons Green, Sutton and Hanwell. At Parsons Green she had a transient attack of pleurisy; at Hanwell she had her first attack of haemoptysis. She then left off nursing, and became first an out-patient and then an in-patient of the Mount Vernon Hospital, and later entered the Hampstead and Northwood Sanatorium. During this time she had had numerous slight attacks of hemoptysis, but while at Northwood she had such a severe attack that her life was despaired of, but she eventually recovered. In 1902 she was for a while a private patient of Dr. F. T. Hebb, to whom I am indebted for the notes of the early stages of her illness. Her condition for the next eight years was variable, but slowly downhill, and in May, 1910, she was admitted to the Westminster Hospital, under the care of Dr. R. G. Hebb, to whom I am much indebted for permission to publish the case.
On admission she was thin and pale. The skin was moist; the legs cedematous, and the fingers "clubbed." Both knee-joints were much swollen and slightly painful. The temperature varied between 96°and 990 F. daily. She had repeated fits of coughing, with copious expectoration of purulent sputum. This sputum contained streptococci, pneumococci and Micrococcus catarrhalis, but tubercle bacilli were not found after the most thorough search. It is worthy of note here that tubercl9 bacilli never had been found in the sputum, when examined at the Brompton or Mount Vernon Hospitals, or the Northwood Sanatorium. On examination of the chest the right side was seen to be sunken in, and to rnove badly on respiration. Vocal fremitus was increased all over the right side, which was quite dull on percussion. All kinds of added sounds could be heard on auscultation, and at times well-marked amphoric breathing could be made out, but not always. Vocal resonance was increased. The larynx showed some slight interaryteenoid thickening, but was otherwise normal. The liver and spleen were thought to be slightly enlarged, and the urine contained 01 per cent. of albumin and numerous hyaline casts. The fluid from her swollen knee-joints was examined and found to be sterile. The diagnosis of bronchiectasis was made, and this was admirably confirmed by a skiagram taken by -Mr. E. S. Worrall, which showed cavitation of the entire right lower lobe. She was treated by the ordinary remedies for bronchiectasis, and in addition an autogenous vaccine was prepared from her sputum. She was discharged in August " in statu quo."
She was readmitted in January, 1911, her general condition being somewhat worse, but her physical signs as before. The case appearing suitable for an attempt at drainage of the lung by surgical means, and the operation being agreed to by the patient, Mr. Rock Carling successfully opened and drained the lung on March 8. The opening was made as low as possible, portions of the eighth and ninth ribs being removed; the lung was carefully stitched to the parietal pleura and chest wall and then opened with a cautery, and the bronchiectatic cavities entered. A tube and some gauze were used for drainage. After the operation she did well, and seemed to improve for twelve days, but suddenly, on March 20, she had a severe hemoptysis and died rapidly within ten minutes. This haemoptysis was the only attack she had had while under observation at Westminster Hospital.
Post mortem: Body emaciated and pale. Surgical wound in right scapular line 2 in. long, and portions of the eighth and ninth ribs missing here. This wound led into the lower lobe of the right lung, which was bound to the chest wall by old adhesions and recent surgical sutures. The right pleural cavity was dry. The right lower lobe contained four obliquely placed cavities, situated midway between the anterior and posterior surfaces of the lobe. These cavities communicated with one another, the lowest draining by the surgical wound and the highest opened into the main bronchus to the lower lobe. These four cavities wer,e filled with clot and debris. In the right bronchus, 1 in. from thae bifurcation and just above the highest of the four cavities just mentioned, was a pedunculated tumour about the size of a walnut. This tumour was attached by a short pedicle to the wall of the bronchus, and on cross-section was seen to be of firm consistency with patches of softening scattered about it. The colour of the tumour was white, the softened areas being somewhat more yellow than the rest. The left lung was voluminous and contained inhaled blood. The stomach contained blood.
The right lung bisected, showing a pedunculated tumour in the bronchus, together with four cavities and the surgical drainage hole.
The kidneys, spleen and liver showed amyloid degeneration, and in addition the liver showed numbers of small hard white secondary deposits, the size of a large pin's head to a pea. These were scattered throughout the liver substance, but more so at the periphery than in the deeper parts. Nothing else noteworthy about the viscera. On histological examination of the tumour, it was seen to be covered partly by columnar epitheliuai and partly by squamous epithelium . In places the epithelium is much degenerated. The tumour itself is divided into loculi by fibrous bands, which in places are of considerable thickness; these loculi are filled by small round and cuboidal cells, the nuclei of which are round, and though small are relatively large when compared with the cell. In places the tumour is very vascular, and there are large areas of degeneration in several parts (? caused by heemorrhage into the growth). In some situations the arrangement of the cells is adenomatous, and therefore might by somne be classed as a carcinoma. The cells, however, are of mesoblastic type, and it would be more correct to class it as a mesothelioma (adeno-sarcoma), the histology closely resembling those appearances seen in tumours of supposed congenital origin. The secondary deposits have a similar structure, but no degeneration is visible.
The points of interest in the case are: (1) The rarity of the condition; (2) the impossibility of diagnosing the condition except with the bronchoscope; (3) the slow growth of the tumour and the long history; (4) the intermittent occurrence of amphoric breathing, doubtless due to movements of the tumour in the bronchus; (5) the mode of termination by (?) heemorrhage from the growth. As regards the mode of termination and the difficulties of diagnosis, it is interesting to compare this case with two cases of pedunculated tumour of the stomach that Dr. Gossage and myself showed before this Section in November (1913) .' In both these stomach cases the mode of termination was by hoemorrhage from the growth, which also showed extensive areas of degeneration, as in the case under discussion. I Gossage and Braxton Hicks, Proceedings, p. 33.
